Washington State Department of

) Labor & Industries

Workers' Compensation Services

Dear Health-Care Provider and Staff:

We're sorry that we are unable to process the enclosed bill(s). See the reason checked below.
After you have fixed the problem, please submit the bill to us again.

- Why we can't process your hill How to fix the problem

Your required L&l Provider Number or NPI# (National Provider | Complete and return the enclosed Provider
Identifier) is missing, inactive or invalid. Application so we can send you an L&l
Provider Number. Then you may resubmit your
bill to us.

L

Do you bill with an NPI# only? It must be registered with L&l.

Or, you may call Provider Accounts for
information: 360-902-5140

The L&l Provider Number or NPl number on your bill doesn’t

match the information in our records. Call Provider Accounts: 360-302-5140

Complete the highlighted fields on your bill and

There is missing information on your billing form. re-submit it to us.

There are multiple L&l Provider Numbers or NPI Send a separate bill for each health-care
numbers in Box 24J of the attached CMS 1500 form. provider's services.
We cannot read the writing on the form. Send us a typed or neatly printed billing form.

The injured worker’s name does not match the claim number

you gave us Check your records.

Call L&l's Provider Hotline: 1-800-848-0811
Or visit: www.Lni.wa.gov/FormPub/
results.asp?Keyword=billing

for guidelines and form downloads.

L U UL LU

You used the wrong billing form.

D Other

Consider billing L&I electronically!
We process approximately 90% of e-bills within 20 days. Here are your sign-up options:

B Online: www.ProviderElectronicBilling.Lni.wa.gov
B Call: L&I’s Electronic Billing Unit at 360-902-6511
B E-mail: ebulni@Lni.wa.gov

Learn how to avoid billing errors in the future:

B For billing forms and guidelines, visit:
www.Lni.wa.gov/FormPub/results.asp?Keyword=billing

B Ask for our billing instructions booklet. E-mail: ProviderFeedback@Lni.wa.gov

Have you changed your address, business name, or federal tax information?
Call Provider Accounts: 360-902-5140

Thank you for treating Washington’s injured workers. See reverse for CMS 1500 form instructions
PUBLICATION F245-385-000 [05-2009] .
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L&l requires providers to complete only eig

fields on the CMS 1500 form.

CMS 1500 - (fonner]y L&I Health g Claim form)

DEPARTMENT OF LABOR AND INDUSTRIES
CLAIMS SECTION

PO Box 44269

OLYMPIA WA 98504-4269

Please do not
Staple in thig area

FECA

CHAVPUA REQuE, PLAN
D (Member 1y D (SSN oy 115

3. PAT(ENT'S BIRTH DATE
M) Do TH RAT
| !

Single D Marrieg D Other D
Full-Time Part-Time
Employeq D Student Student D

10.1s PATIENT'S CONDITION RELATED TO:

Fill in either
field.

a. EMPLOVMENT? (Current or F'revious)

YEs D NO
b. AUTO ACGIBENT,

PLACE (State)
o
YES D N
¢ OTHER ACCIDENT,

™M to and Complete item o a-d.

N'S SIGNATURE | authorize
Signed physician or supplier for

FORM BEFORE COMPLETING & SIGNING THiS Fomy,
'S SIGNATURE | authorize the rejgpuc ot any medical or ofhe, informatio
"t of government benef CIther 10 myself or o e ty

OR AUTHORIZED PERSQ
N necessary Payment of Medical benefit o the undey
Party who accepts assignment Services describeq below.

READ BACK oF
S OR AUTHORIZEp PERSON
this claim. I also requee; Paymey

12, PATIENT
to process
below.

14. DATE O CURR
!
I

ILLNESS (Firey Symptom) OR 15. IF PATIENT Fias rias WAME OR SIMILAR ILLNESS,
MM by ) Yy
] |

INJURY (Accident) (o GIVE FIRST DaTE " Mivg Doy
PREGNANCY(LMP) |

22. MED| N
COD ORIGINAL REF. NO,

23. PRIOR AUTHOR!ZATION NUMBER

DD

4L o
D. PROCEDURES, SERVICES E
(Explain Unusiia) Girgy -
CPT/HCPCS MODIFIER P

26. PATIENT'S ACCOUNT NO. 27. éCCEPT ASSIGNMEEA\IT?

" GOV, Claims; sgg fa
N

YES

31. SIGNATUHE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

[ certify that the Statements on the reverse
apply to this by and are mage apart thereof.)

cedure code o
(F;ireo'd i [ ber and your L&l-registe
individual L&l Provider Num
Your in

Patient’s full name

el (National Provider Identifier)

: . ically)
L&l claim r:)umber (Field 24-J) red, unless submitted electronically,
(Field 1-A or 1 Signature (required,

Diagnosis code
(Field 21)
Date(s) service was provided (:)

(Field 24-A)

individual
h your individua
. | business name and address. |tr?t1:f;d";ﬁt§teg 6 (Field 24J).
Your individual busin Number, which you e
L&I Provider
(not group)

(Field 33) * Important: Only one provider per form

CIOXOXC




